Summary -Self-esteem (SE) and social adjustment (SA) are often impaired during the course of affective disorders; this impairment is associated with suicidal behaviour. The aim of the present study was to investigate SE and SA in unipolar or bipolar patients in relation to demographic and clinical characteristics, especially the presence of suicidality (ideation and/or attempt). Forty-four patients, 28 bipolar and 16 unipolar, in remission for at least 3 months, and 50 healthy individuals were examined through a structured clinical interview. SE and SA were assessed by the Rosenberg self-esteem scale and the social adjustment scale, respectively. The results have shown that bipolar patients did not differ from controls in terms of SE, while unipolar patients had lower SE than bipolars and controls. No significant differences in the mean SA scores were found between the three groups. Suicidality during depression was associated only in bipolar patients with lower SE at remission; similar but not as pronounced was the association of suicidality with SA. It is concluded that low SE lasting into remission seems to be related to the expression of suicidality during depressive episodes of bipolar patients, while no similar pattern is evident in unipolar patients.
INTRODUCTION
Affective disorder is considered a major public health problem due to its high prevalence, recurrences, treatment resistance, frequent development of chronicity, incapacitation and high risk of suicidal behaviour [1] . The identification of risk factors that may influence the development of the disorder and its course, as well as the construction of a profile of the patient at high risk for recurrences or suicidality is among the major aims of current research in psychiatry. It has been demonstrated through family, twin and adoption studies that genetic factors play an important role in the etiopathogenesis of affective disorder. Thus, the susceptibility to the disease may be due, at least partly, to the genetic component [2] [3] [4] [5] . On the other hand, the role of various environmental and psychosocial factors in the development and expression of the disorder should not be underestimated. Among these factors, self-esteem and social adjustment have been reported to influence the onset and course of affective disorder [6] [7] [8] .
Low self-esteem has been since long associated with depression [9] and has been hypothesized that it may predict, or even contribute to the onset and course of the disease [6, [9] [10] [11] [12] [13] [14] , although the results are not always consistent [15] . Self-esteem during the periods of remission was found in previous studies to be lower in unipolar (UP) and/or bipolar (BP) patients compared to controls [8, 16, 17] .
Regarding social adjustment, it is suggested that impairment in social function may increase the liability for the development of major depression [18] , and the mechanism for this transduction has been hypothesized [19] . Patients with affective disorders demonstrate impairment in all the areas of social functioning even when at remission for 2 years [20] , but the particular areas of social adjustment do not seem to be equally impaired in UP and BP patients. UP patients are consistently found to be dysfunctional in the areas of social interactions and spare time activities [7, 16, 17] . On the contrary, for BP patients, the results are not consistent, since in one study, impairment was found in the area of contacts with friends [7] , in another, in the areas of spare time, family relations and finance [16] , and in the third, no impairment was found compared to controls [17] .
Suicidality has been found to be associated with low self-esteem [21] [22] [23] [24] [25] [26] [27] , but this finding has been recently challenged [28] [29] [30] . Suicidal behaviour has been also related to impaired social adjustment [23, 31] and low global functioning in depressed patients [26] . However, to our knowledge, the association of suicidality with self-esteem and social adjustment has not been examined in remitted patients with affective disorder distinguishing between the groups of UP and BP depressed patients.
The aim of the present study was: (a) to examine self-esteem and social adjustment of patients with affective disorder compared to healthy individuals; (b) to investigate any possible correlation of self-esteem and social adjustment with various demographic and clinical characteristics; and (c) to assess the possible association of suicidality with self-esteem and social adjustment in UP and BP patients in remission.
MATERIALS AND METHODS

Subjects
Our sample consisted of 44 patients with affective disorder and 50 healthy individuals. Among the patients, 28 suffered from BP disorder (17 males and 11 females) and the remaining 16 from UP recurrent depression (2 males and 14 females). Patients were selected from a larger sample recruited on a consecutive admission basis from the outpatient services of the Department of Psychiatry of Eginition University Hospital, for a European collaborative project on the genetics of affective disorders [32] . In the present study, only those patients who had a clear diagnosis of UP or BPI disorder and were in total clinical remission for at least three consecutive months were included. The healthy individuals were blood donors consecutively recruited from a blood transfusion service of an Athens general hospital and were mostly relatives and friends of surgical patients. Informed consent was obtained from all the individuals [32] .
Diagnosis
Patients and controls were personally interviewed with the Schedules for Clinical Assessment in Neuropsychiatry (SCAN), a semi-structured psychiatric questionnaire [33] . Concerning the patients, information required to reach diagnosis was also obtained from all the clinical and hospital records available. Final diagnosis was made according to the DSM-IV [34] and ICD-10 [35] criteria. Current remission was considered as total, if no or few significant symptoms persisted, as defined in the "Quality of remissions between episodes" item of the SCAN. The controls were also interviewed with the SCAN for the presence of main symptoms of major psychiatric diagnoses or alcohol/ substance abuse or dependence at the time of examination or at any time during lifetime. All the healthy individuals included in the study were free of any history of psychiatric symptoms, present or past, and were not on any medication. The instruments used to assess self-esteem and social adjustment of all the subjects were the Rosenberg self-esteem scale (SES) [36] and the observer-rated version of the social adjustment scale (SAS) [37] . The SES consists of 10 items, five of which are phrased as a positive statement and five as a negative one, referring to the self. The scale yields a total score of 0-6, where 0 represents high and 6 represents low self-esteem. The SAS consists of 54 items that are subdivided into four areas of social functioning: work activities including work for pay, housewife/househusband, or student (work), spare time and leisure activities (spare), personal relationships with 266 E.G. Daskalopoulou et al. partner, children and extended family (family), and financial condition (finance).
Demographic and clinical characteristics relating to the course of the disease, i.e. age, age at onset, illness duration, duration of current remission, and total number of depressive and/or manic episodes during years of illness were recorded. As an indication of episode severity, the number of depressive or manic symptoms during the worst episode was calculated according to the presence or not of each of the eight symptoms (appetite loss, sleep disturbance, low energy, low interest, guilt/ self-reproach, concentration, suicidal, agitation/ retardation) during the depressive episode, and seven symptoms (active, talkative, thought race, grandiosity, less sleep, distractible, judgement) during the manic episode. In addition, the presence of suicidality, i.e. ideation (defined in the SCAN as intrusive thoughts of suicide or self-injury) or suicidal attempt, during any depressive episode was assessed.
Statistical analysis
Statistical analysis was performed by analysis of variance (ANOVA) for comparisons of means of SES and SAS scores between the groups of BP, UP patients and controls and by t-tests to determine which groups are different, when the ANOVA revealed a statistically significant difference. t-Tests were also performed for comparisons between the two groups of patients distinguished according to whether they had expressed suicidality or not. Pearson's correlations were used to test for possible associations between clinical variables and the total score of SES and the total and area scores of SAS. Multiple linear regression analysis was performed to verify the findings and examine possible effects of gender differences.
RESULTS
The ANOVA showed that the mean total scores of self-esteem were different between the three groups examined (table I) . This difference was due to selfesteem being lower for UP patients when compared to controls as well as to BP patients (t-tests, P < 0.05 in both cases), while it did not differ significantly between BP patients and controls (table I). In a multiple linear regression analysis of SES (as dependent variable) from gender and diagnostic status (as predictors), diagnosis of UP disorder remained a predictor of SES total score for the comparison between UP patients and controls (beta ± SE = 1.01 ± 0.39, t = 2.57, P = 0.013), showing that lower self-esteem in UP patients is not due to difference in gender percentages among groups. Comparison of total and area SAS scores, revealed that the overall social adjustment as well as the specific areas as reflected in the SAS subscales, did not differ significantly among the groups of BP, UP patients and normal subjects (table I) .
The total SES score and the SAS score (total and areas) correlations with demographic and clinical characteristics are presented in tables II and III. In BP patients, the number of depressive symptoms of the worst depressive episode was negatively correlated to self-esteem, the total number of manic episodes was positively correlated to self-esteem and the quality of family relations was negatively correlated to the age at onset of the disease (table II) . In a stepwise multiple regression of SES as dependent variable and all the The lower are the self-esteem and the social adjustment, the higher are the SES and SAS scores. b t-Tests for determining which groups differ regarding SES score, for which the ANOVA shows significant difference: BP vs. controls: t = 0.38, df = 76, not significant; UP vs. controls: t = 3.47, df = 62, P = 0.026; BP vs. UP: t = -2.50, df = 40, P = 0.016. Self-esteem, social adjustment and suicidality in affective disorders 267 clinical characteristics examined (current age, age at onset, number of episodes and symptoms of depressive and manic episodes, duration of illness and duration of remission) as predictors, the negative correlation of self-esteem and number of symptoms during the worst depressive episode was confirmed; this variable was the only one to enter the model (beta ± SE = 0.32 ± 0.12, t = 2.79, P = 0.013). In UP patients, the age at onset of the disease was negatively correlated to self-esteem and current patient age was positively correlated to perceived financial difficulties (table III). The first of these findings was further supported by stepwise multiple regression with self-esteem score as dependent and the clinical characteristics as predictors, where age at onset was the only variable to enter the model (beta ± SE = 0.11 ± 0.04, t = 2.92, P = 0.015).
Regarding suicidality during depressive episodes, relevant data existed for 24 BP and 14 UP patients. Among them, serious suicidal ideation and/or at least one suicide attempt were reported in nine BP and five UP patients. When BP patients were divided into two groups according to the presence or absence of suicidality, the mean SES scores of these groups were 2.22 ± 1.56 and 0.93 ± 0.80, respectively (P = 0.013). No significant difference between similar groups of UP patients (3.00 ± 1.22 vs. 2.33 ± 2.24) was found ( Table  IV) . The mean total SAS scores between suicidal and non-suicidal groups of patients, also differed in BP but not in UP patients. The difference in SAS scores between the two groups of BP patients, however, was not pronounced and did not reach statistical significance (P = 0.085, Table IV ).
DISCUSSION
The results of the present study show that remitted BP patients do not differ from controls in terms of selfesteem scores. On the contrary, remitted UP patients have lower self-esteem than controls, as well as that of BP patients. Older age at onset for UP patients and the severity of depressive episodes for BP patients negatively affect self-esteem. Regarding social adjustment, no significant differences in the mean social adjustment scores between BP patients, UP patients and controls were detected. Moreover, no association of the social adjustment total score and area subscores with clinical characteristics was found, as the only two correlations observed (a positive between financial status and patients' current age for UP patients and a negative between age of onset of the disease and family relations for BP patients) had a weak statistical significance that could not stand the Bonferroni corrections. Further, suicidality (suicidal ideation and/or attempt) during depression was associated with lower self-esteem at remission; similar but not as pronounced was the association of suicidality with social adjustment. These findings were noted only for the BP and not for the UP patients.
The findings relevant to self-esteem are in line with previous studies in which the self-esteem of UP patients during remission was consistently found to be lower in comparison to that of controls [8, 16, 17] . For BP disorder, patients' self-esteem was not different than that of controls in one study [8] , but was lower in two other studies [16, 17] . Population differences among studies may explain the discrepancies regarding self-esteem in BP patients, since it has been supported that the concept of self-esteem is under strong cultural influence [38] . Indeed, the studies with the positive findings were conducted on Italian and Jewish populations [16, 17] , while the negative results referred to Belgian [8] and Greek subjects in the present study. Self-esteem in UP patients, in contrast, seems to be independent of the origin of the sample. Low self-esteem has been since long associated with depression [9] and has been found to exist before the onset of and after the recovery from a depressive episode [6, 11, 39] . Moreover, it has been hypothesized that low self-esteem may predict, or even contribute to the onset of depression [6, 9, 11] as well as influence its course [12, 13] . In the present study, low self-esteem was associated with the severity of depressive episodes in BP patients and with later age at onset in UP patients; these findings were supported by multiple regression analysis. The results of other studies regarding the relationship of self-esteem and the course and severity of affective disorders are controversial; low self-esteem was found to be associated with development of chronicity [13] and with non-full remission in UP patients [14] , but it was also found not to be correlated with the recurrence of BP nor UP affective disorder [15] . It is possible that the difficulty in clearly defining self-esteem and the relatively narrow target of the scales measuring it [38] as well as the possibility of self-esteem reflecting to some extent residual depressive symptoms are major factors influencing the discrepant outcomes of the various studies.
The results of the present study concerning social adjustment are at variance with previous findings showing various levels of impairment of social adjustment in affective disorder patients [7, 17, 20, [40] [41] [42] [43] . In those studies, however, the areas of impairment were not the same between BP and UP patients, the impairment was not always apparent in BP patients, and was dependent on the severity of the disease [17, 40] . Additionally, the areas of social adjustment that were reported to be impaired in BP patients were culturally influenced, since they seemed to vary between studies conducted on different populations [7, 16] . Furthermore, the relationship of social adjustment scores with clinical characteristics of severity and course of affective disorders was found in some studies [14, 15, [44] [45] [46] , but not in others [7, 47] . It has also been suggested that, especially in BP patients, the magnitude of the problem with impaired social adjustment might be concealed by the utilization of self-report scales, since patients have a more superficial investment in social relations [48] .
Finally, the finding regarding the association of suicidality with lower self-esteem and social adjustment is in accordance with other studies in which suicidality has been consistently found to be associated with low self-esteem [21] [22] [23] [24] [25] [26] [27] ; it must be noted, however, that low self-esteem was not always found to be an indepen- The lower the self-esteem and the social adjustment, the higher the SES and SAS total scores. b N.S.: not significant.
Self-esteem, social adjustment and suicidality in affective disorders 269 dent variable associated to suicidality, but was dependent on the levels of depression or personality and cognitive styles [28, 29] . The majority of these studies [21] [22] [23] [24] [25] [26] [27] [28] [29] was conducted on adolescent populations. Three out of four studies that included adult subjects, used general population samples [22, 23, 27] . In the only study that was conducted on adult patients suffering from affective disorder, subjects with major depression, dysthymia and adjustment disorder with depressed mood were included and suicidality was defined (as in our study) as the presence of suicidal ideation and/or attempt [26] . In that study, suicidality was found to be associated with low self-esteem in depressed patients, but the assessment of self-esteem was performed during the episode of depression. In our study, the assessment of self-esteem was done at remission of at least 3 months, and no association between low self-esteem and suicidality was observed for UP patients. On the contrary, in BP patients suicidality was found to be associated with low self-esteem at remission. No other study has focused on a similar distinction of the relationship of suicidality and self-esteem according to characterization of depressed patients as UP or BP. Our results indicate that low self-esteem that lasts into remission is a contributing risk factor for the appearance of suicidal ideation during the depressive episodes of BP patients; a similar pattern could not be proven for UP patients. Suicidality has been found to be related to low satisfaction with social support in adolescents of the general population [23] , to social withdrawal in schizophrenic and affective disorder patients [31] and to low global functioning the year before hospitalization in adult in-patients with depression, dysthymia and adjustment disorder with depressed mood [26] . In the two latter studies that included clinical samples, however, no separate analysis has been performed for affective disorder patients according to the type of their diagnosis. Our results suggest that, as with self-esteem, social adjustment in remission is lower only in BP and not in UP patients, but the small number of our sample and the high probability of a type I error do not allow for firm conclusions to be drawn.
A limitation of the present study is that it cannot be totally ruled out that self-esteem, as was measured, reflects remaining depressive symptomatology. Although no specific assessment of possible current depressive symptoms was made (e.g. through a depression scale), the fact that all the patients were in total clinical remission (with no significant symptoms of depression) for at least 3 months supports that the presence of depressive symptomatology may not have interfered substantially with the results. Another limitation is that the control group was not gender and age matched to the patients. However, the multiple linear regression confirmed that gender differences did not influence the results. Differences in age distribution remain a drawback and their effect could not be totally assessed, as the control group (being blood-donors) was substantially younger than UP, although not younger than BP patients.
In summary, unipolar patients had lower self-esteem than bipolar patients and controls, while bipolar patients did not differ from controls in terms of selfesteem. No differences among the three groups were found regarding social adjustment. Low self-esteem and, possibly, social adjustment between the episodes of the disorder seem to be associated with the presence of suicidal thoughts and/or attempts in bipolar but not in unipolar patients. This finding needs to be further explored in future studies and should be taken into consideration in the long-term management of affective disorder.
